A 44-year-old Japanese man with a 14-year history of limited cutaneous systemic sclerosis (SSc) was admitted with a fever, hypertension, anemia, thrombocytopenia, and renal dysfunction. On admission, hypertension, hyperreninemia, acute renal dysfunction, hemolytic anemia, and thrombocytopenia led to the diagnosis of scleroderma renal crisis (SRC) complicated with thrombotic microangiopathy (TMA). The patient had also been infected with influenza B virus almost six days before admission. Following treatment with plasma exchange, an angiotensin-converting enzyme inhibitor, and an anti-virus agent, his general condition improved. He had no risk factors for SRC. In SSc patients, an influenza virus infection might trigger SRC complicated with TMA.
Introduction
Systemic scleroderma (SSc) is a connective tissue disease characterized by progressive fibrosis of the skin and internal organs (1) . Scleroderma renal crisis (SRC) is the main renal manifestation of SSc, characterized by malignant hypertension, rapidly progressive renal failure, and high mortality (2) . Thrombotic microangiopathy (TMA) is characterized by organ dysfunction due to platelet thrombi in the microvasculature, microangiopathic hemolytic anemia, and destructive thrombocytopenia and is occasionally complicated with SRC (3). Generally, SRC occurs in the early phase of SSc (within 4 years), and several risk factors for SRC, including the diffuse cutaneous type and positivity of anti-RNA-polymerase III antibody, have been identified; however, the triggers for SRC remain unclear.
We herein report a limited cutaneous SSc patient with SRC complicated with TMA during the long-term clinical course triggered by an influenza B virus infection. (4) . He had never developed any other organ involvement. He had hypertension and a smoking history of 20 cigarettes per day, although his renal function was normal (eGFR: around 100 mL/min/1.73 m 2 ). We administered oral prednisolone, oral tacrolimus, antiplatelet agent, and a vasodilator for refractory skin ulcers and losartan for hypertension. His sclerotic skin slowly progressed, and his blood pressure was well controlled; however, he defaulted on his treatment in July 2015.
On admission, his vital signs were as follows: body temperature, 39.0°C; pulse rate, 81/min; blood pressure, 130/80 mmHg; and oxygen saturation, 99% on room air, and his consciousness was clear. A physical examination revealed sclerotic skin of both hands with a modified Rodnan skin score at 6/51 and skin ulcer scars on both lower legs. His lung and heart sounds were normal. The results of the laboratory tests on admission are shown in Table 1 .
The patient's anemia had progressed, and hemolytic anemia was confirmed by the presence of schistocytes on a blood smear, elevated lactate dehydrogenase (LDH), and decreased haptoglobin. Direct and indirect Coombs tests were negative. His plasma renin activity was elevated. We therefore diagnosed him with SRC complicated with TMA based on the patient's acute hypertension, hyperreninemia, progressive renal dysfunction with proteinuria, hemolytic anemia, and thrombocytopenia. We later noticed that the patient's disintegrin and metalloprotease with thrombospondin type-1 Figure 1 . The clinical course after admission. eGFR: estimate glomerular filtration rate, PLT: platelets repeats, member 13 (ADAMTS13) activity was mildly decreased, and ADAMTS13 inhibitor was not detected. Echocardiography demonstrated neither cardiac insufficiency nor pulmonary artery hypertension. Chest radiograph and thoracoabdominal computed tomography demonstrated no abnormal findings. The patient's influenza B virus infection was revealed by an influenza B virus rapid antigen test during screening for the origin of his fever. Although the proteinase-3 anti-neutrophil cytoplasmic antibody (PR3-ANCA) level was elevated, the patient had no findings of vasculitis such as purpura, peripheral neuropathy, or lung involvement, with the exception of renal dysfunction.
Plasma exchange (PE) treatment for the patient's TMA was performed 7 times over 11 days, and we replaced the irbesartan/amlodipine for SRC with captopril, in addition to the initiation of laninamivir for the influenza virus infection. The patient did not resume immunosuppressive agent treatment because of the absence of immunological activity. Although his renal dysfunction persisted, his general condition, anemia, and thrombocytopenia improved after he started treatment (Fig. 1) .
Because the patient's PR3-ANCA level was elevated, we performed a kidney biopsy to exclude the possibility of glomerulonephritis on hospital day 14. The kidney biopsy findings are shown in Fig. 2 . Some interlobular arteries revealed thrombi deposition and intimal thickening with the proliferation of intimal cells (so-called onion-skin lesion). No findings of glomerulonephritis were observed. These findings were consistent with SRC and TMA (Fig. 2) .
Discussion
We encountered a limited cutaneous SSc patient with SRC complicated with TMA who had no risk factors for SRC during the long-term clinical course and was triggered by an influenza B virus infection.
SRC is a life-threating condition characterized by malignant hypertension and rapidly progressive renal failure during the course of SSc, and the prognosis is poor (2). It was reported that SRC develops in 4.2% of patients with diffuse cutaneous SSc and in only 1.1% of patients with limited cutaneous SSc (5). The pathogenesis of SRC is due to vascular endothelial damage affecting interlobular and arcuate arteries of the kidneys with intimal proliferation leading to decreased renal perfusion and juxtaglomerular apparatus hyperplasia and renin secretion, which results in acute hypertension and acute renal dysfunction.
Several risk factors for developing SRC have been identified, including a duration of SSc <4 years, diffuse cutaneous SSc, rapid progression of skin thickening, new anemia, new cardiac event, anti-RNA-polymerase III antibodies, exposure to corticosteroids (prednisolone >15 mg/day within the previous 3 months), and exposure to cyclosporine within the previous 3 months (6). Interestingly, the present patient had no risk factors for SRC.
TMA is a pathological condition characterized by microangiopathic hemolytic anemia, destructive thrombocytopenia, and organ damage due to platelet thrombi. Thrombotic thrombocytopenic purpura (TTP) is the typical pheno- type of TMA associated with severe deficiency of ADAMTS13 activity caused by the presence of ADAMTS13 inhibitor. In this condition, unusually large von Willebrand factor multimers (UL-VWFMs) produced by vascular endothelial cells are left uncleaved in the circulation, resulting in the production of platelet thrombi (3). However, in the present patient, the deficiency of ADAMTS13 activity was mild, and ADAMTS13 inhibitor was not detected. The mechanism underlying TMA without a severe deficiency of ADAMTS13 activity is thought to involve the impairment of the vascular endothelial function, similar to the suspected mechanism of SRC, resulting in an increase in UL-VWFMs beyond the amount that can be efficiently cleaved by ADAMTS13 (7). In fact, it has been reported that approximately half of SRC cases are complicated by TMA (2, 8) .
In the present patient, the elevated plasma levels of VWF antigen and thrombomodulin were consistent with findings of vascular endothelial damage. In addition, the pathological findings in the kidney revealed onion-skin lesion, indicating latent vascular endothelial damage occurring over the long term.
Our patient was thought to be infected with influenza B virus before admission because of his prolonged fever. It has been suggested that TMA may be able to be induced by several factors, including viral infections (9), such as influenza. Table 2 summarizes the case reports of TMA triggered by influenza virus infections (10) (11) (12) (13) (14) (15) .
Among the reported cases, although two patients had ADAMTS13 inhibitor and showed a severe deficiency of ADAMTS13 activity, another two patients as well as our own had only a mild deficiency of ADAMTS13 activity without the inhibitor, suggesting that vascular endothelial damage due to influenza virus infection induced TMA. We therefore speculate that the exacerbation of vascular endothelial damage due to the influenza virus infection triggered the SRC complicated with TMA in our patient.
To manage SRC, treatment with an angiotensin-converting enzyme inhibitor (ACEi), especially captopril, should be started, and the patient's blood pressure should be controlled as quickly as possible (16, 17) .The mortality of SRC is not affected by complication with TMA (18). However, it was shown that SRC patients complicated with TMA who were treated with PE in addition to an ACEi had a higher survival rate and a lower rate of developing end-stage renal disease than those treated with an ACEi only (19) . Our patient was successfully treated with PE in addition to an ACEi.
In conclusion, we herein described a limited cutaneous SSc patient with SRC complicated with thrombotic microangiopathy triggered by an influenza B virus infection. It should be noted that a common disease, such as influenza virus infection, can induce severe conditions such as SRC and thrombotic microangiopathy through vascular endothelial damage, even when no risk factors are present.
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